
MA.RYLANDMEDICAL ASSISTANCE PROGRAM
CERTIFICATION FOR ABORTION

A COPY OF THIS FORM MUST BE ATTACHED TO ALL INVOICES FOR ABORTION SERVICES.

Please Print or Type

.

..,.-t,

.-\.,:"..,

PATIENTS NAME PHYSIaAN COMPt.ETlNG FOfIU

PATIENTS ADDRESS PHYSICIAN'S MEDICAL ASSISTANCE PROVIDER NUMBER

PATIENTS ADDRESS PlACE OF SERVICE ,.

PATIENTS MEDICAL ASSISTANCE NUMBER ~TE OF SERVICE

PART ,. Check one of the blocks If applicableand sign the certification.
o G. I certify that this abortion Is necessary because the life of the mother would be endangered If the fetus

were carried to term.
-. -. ....

DATE PHYSlcwrs SIGNATURE

o I. Attache.d Is a document submitted by an official of a law enforcement agency or public health service
where the rape or Incest was'reported. The document Includes the following Information:
1. Name and address of victim;
2. Name and address of person making the report (If different from the victim);
3. Date of the rape or Incest Incident; .
4. Date of the report (may not exceed 60 days after the Incident);
5. Statement that the report was signed by the person making It;
6. Name and signature of person at law enforcement agency or public health service who took the rape or

Incest report.

"

DATE PHYS~ SIGNATURE .
PARTII .You must check one of the following blocks and sign the certificate, unless you have checked ..,.. In

Part I, above.

o R. I certify that this abortion Is' necessary because, based on my professional judgement, continuation .of

the pregnancy Is likely to result In the death of the woman.

DATE PHYSICIAN'S SIGNATURE

o S. I certify that, within a reasonable degree of medical certainty, based on my professional judgement,
termination of pregnancy Is medically necessarY because there Is substantial risk that continuation of
the pregnancy could have a serious and adverse effect on the woman's present or future physical health.

DATE PHYSICIAN'S SIGNATURE

o T. I certify that, in my professional judgement, there exists medical evidence that continuation of. the
pregnancy is creating a serious effect on the woman's present mental health and, If carried to term, there
Is substantial risk of aserious or long la~tIi'g ef~ecto~ the woman's future mental health.

DATE PHYSICIAN'S SIGNATURE

o V. I certify that, within a reasonable degree of medical certainty, based on my professional judgement,.this
abortion Is necessary because the fetus Is affected by genetic defect or serious deformity or abnormality,

...

DATE PHYSICIAN'S SIGNATURE

o "w, I cerfify 'that 'this procedure is necessary"fofii viCtimof rape, sexual offense, or in'cest, and the inciden'
has been reported to a law enforcement agency or to a public health or social agency.

DAT~

DH M H 521 (9/80/25,000)

PHYSICIAN'S SIGNA TURE
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MARYLAND MEDICAL ASSISTANCE PROGRAM

DOCUMENTFORHYSTEREQT:OMY

COPYOF THIS FORM MUSTBE ATTACHEDTO'AU. INVOICES FOR HYSTERECTOMIES:

Please Print or T~

!

SECTION 1. To be signed by physic;iM gnd patient or p&ti~nt's rapresentative when patient has been informed of
the service.

A. I have performed a hysterectomy on. . I hereby certify
fNAME01' '.\TII,N11 .

that the following conditions do not apply to this hysterectomy.

1. Itwas performedsolelyforthe purposeof rendering the individ.ualpermanen~ly !ncaPable of reproducing:
or

2. If there wasmorethanonepurposetothe procedure, itwouldnot havebeen"performedbut for the purpose

of Tendering the individual pennanen~lyin~le of reproducing. .

Ihave informed the patient and her representative, if any, orallyand in writing, that the hysterectomy willmake
the patient permanently Inc;:apabl.eof reproducing. .

8. Receiptof Hysterectomy Infonnation

. I, have been Informed by'

, that the hysterectomy to be
(IWoIEDI'~1 .

performed will render me permanently incapable of reproducing.

'SECTION 11-To be signed"by physician. No patient signature is needed because the indivicual:

A. Was already sterile before the hysterectomy due to : or

8. Required a hysterectomy..performedunderalifa-threatening emergency situation in which prior acknowledge-
ment was not possible. (Describe the nature of the emergency.). .

DHMH 2990 (Rev. 10/82)
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.MARYLAND MEDICAL ASSISTANCE PROGRAM
'STERILIZATION CONSENT FORM

NOTICE:YOURDECISIONAT ANYTIMENOTTO BE STERILIZEDWILL NOTRESULTIN THE WITHDRAWALOR
WITHHOLDINGOF ANY BENEFITSPROVIDEDBY PROGRAMSORPROJECTSRECEIVINGFEDERALFUNDS.

II CONSENT TO STERILIZATION II

I have asked for and received Information about sterilization

from .When I first asked for
(doctor or clinic}

the information I was told that the decision to be sterilized Is com-

pletely up to me. I was told that I could decide not to be sterilized.
If I decide not to be sterilized, my decision will not affect my right
to future care or treatment. I will not lose any help or benefits from
programs receiving Federal funds, such asA.F.D.C. or Medicaid
that I am now getting or for which I may become eligible. .

I UNDERSTAND THAT THE STERILIZATION MUST BE CON-
SIDERED PERMANENT AND NOT REVERSIBLE.1 HAVE DECIDED
THAT I DO NOT WANT TO BECOME PREGNANT, BEAR
CHILDREN OR FATHER CHILDREN.

I was told about those temporary methods of birth control that
areavallallie and could be provided to me which will allow me to
bear or father a child In the future. I have rejected these alter-
natives and chosen to be sterilized.

I understand that I will be sterilized by an operation known as

The discomforts, risks and benefits
.issoclated with the operation have been explained to me. All my
que!;~;:>nshave been answered to my satisfaction.

I understand that the operation will not be done until at least
thlrl~' days after I sign this form. I understand that I can change my
mind at any time and that my decision at any time not to be
sterilized will not result in the withholding of any benefits or
medical services provided by federally funded programs.

I am at least 21 years of age and was born on
Month Day Year

I,

of my own free will to be sterilized by

, hereby consent

(doctor}
by a method called .My consent
expires 180days from the date of my signature below.

I also consent to the release of this form and other medical
records about the operation to:

Representatives of the Department of Health, Education, and
Welfare or .

Employees of programs or projects funded by that Department
but only for determining if Federal laws were observed.

I have received a copy of this form.

Oat.:
Signature Month Day Year

You are requested to supply the following Inlormation, but It is
not required:
Raca and ethnicity de$lgnation (please chackl

o AmericanIndIanor 0 Black(notof Hispanicorigin)
Alaska Native 0 Hispanic

o Asian or Pacific Islander 0 White(notof Hispanicorigin)

. INTERPRETER'S STATEMENT BI

If an Interpreter Is provided to assist Ihe Individual to be steri-
lized: .

I have translated the information and advice presented orally to
the Individual to be sterilized by the person obtaining this consent. I

have also read him/her the consent form In
language and explained ils conlents 10him/her. To the best of my
knowledge and belief he/she understood this explanation.

tnterpretar Data

DHMH-2~9
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II STATEMENT OF PERSON OBTAINING CONSENT Ii:!

Before signedthe
nsme 01 IndIVIdual

consent form, I explained to him/her the nature of the sterilization

operation the fact that It Is Intended to be
a final and Irreversible procedure and the discomforts, risks and
benefits associated with it.

I counseled the individual to be sterilized that alternative
methods of birth control are availablewhich are temporary.I ex-
plained that sterilization is different because It Is permanent.

I informed the individual to be sterilized that his/her consent
can be withdrawn at any time and that he/she will not lose any
health service~ or any benefits provided by Federalfunda.

To the best of my knowledge and belief the Individual to be
sterilized is at least 21 years old and appears mentally competent.
He/She knowIngly and voluntarily requested to be sterilized and
appears to understand the nature and consequence of the pro-
cedure.

Signature 01person obtaining consent Dat.

Facility

Addreu

III PHYSICIAN'S STATEMENT IS

Shortly before I performed a sterilization operation upon

on
Det. or nanliz.llonName 01individual to be sterilized

I explained to him/her the nature of the

, the fact that
operation

sterilization operation
$pecily type 01 o".rstion

it is intended to be a final and Irreversible procedure and the
discomforts. risks and benefits associated with it.

I counseled the Individual to be sterilized that alternative
methods of birth control are available which are temporary. I ex-
plained that sterilization is different because It is permanent.

I Informed the Individual to be sterilized that hislher consent
can be withdr~wn at any time and that he/she will not lose any
health services or benefits provided by Federal funds. .

To the best of my knowledge and belief the individual to be
sterilized is at least 21 years old and appears mentally competent.
He/She knowingly and voluntarily requested to be sterilized and
appeared to understand the nature and consequences of the pro-
cedure.

(Instructions for use of alternative final paragraphs; Use the
first paragraph below except in the case of premature delivery or
emergency abdominal surgery where the sterilization Is per-
formed less than 30 days after the date of the Individual's
signature on the consent form. In those cases, the second
paragraph below must be used. Cross out the paragraph which ia
not used.) .

(1) At least thirty days have passed between the date of the in-
dividual's signature on inis consent form and the date the steri-
lization was performed.

(2) This sterilization was performed less than 30 days but more
than 72 hours after the date of the individual's signature on this
consent form because of the following circumstances (check ap-
plicable box and fill in information requested):

[I Premature delivery
[J Individual's expected date of delivery:
(J Emergency abdominal surgery:

(describe circumstances):

.~..-

PhysIcian

OSlo



MARYLAND STATE DEPARTMENT OF HEALTH AND MENTAL HYGIENE
PREAUTHORIZATION REQUEST FORM

PHYSICIAN SERVICES

..

SECTION I - Patient Information

Medicaid Number

Name DOB Sex Telephone (_)(Last) (First) (MI)

Address

SECTION II - Preauthorization General Information

Pay to Provider Number Request Date

Name

Address
Telephone (_)

Contact

Provider's Signature

SECTION III - Additional Preauthorization Information

Referring Provider Rendering Provider

Name Name

Address Address

Telephone (_)

Dates of Service: From: Thru:

Diagnosis Codes: 1 2 3 4

SECTION IV - Preauthorization Line Item Information

CODE MODI
REQUESTED

MOD2 UNITS
DEPARTMENT USE ONLY

-
-

~ECTION V - Specific Program Preauthorization Information
I .. '. . .

Please attach correspondence which includes but is not limited to the following:
A. Complete Narrative Justification for procedure(s)
B. Brief history and physical examination
c. Result of pertinent ancillary studies if applicable
D. pertinent medical evaluations and consultations if applicable

PREAUTBORIZATION NUMBER

I

SUBMIT TO: Program Systems and Operations Administration
Division of Claims Processing
P.o. Box 17058

Baltimore, Maryland 21203
DOCUMENT CONTROL NUMBER

(STAMP HERE)


